Persons who differ from their health care providers in terms of race, sex, or socioeconomic status are likely to ask themselves three major questions when receiving diabetes care: Does this health care provider have goodwill toward me and have my best interests at heart'? Does this provider have the professiona) expertise to help resolve my particular health care problems? Does this health care professional understand my life experiences and those of others like rne'?' Patients who perceive their provider to be an advocate, as well as competent and respectful, will view that provider as credible. Such relationships engender trust among people of different cultures. Health care professionals will have to be skilled and dedicated to cultivate such perceptions over time.
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For the purposes of this article, the term 'culture' refers to individuals and groups with common origins, customs, and styles of living .2 While culture may not always play a crucial role in the treatment of emergencies and acute conditions, cultural dynamics shape the process and outcomes of interventions designed to promote self-care behaviors . 3 The primary purpose of this paper is to highlight the role of diabetes educators in the translation of diabetes information across cultures, and the importance of culturally inclusive and linguistically appropriate approaches as key components in the effective delivery of diabetes education and care.
We also will describe some of the diabetes care challenges facing many culturally diverse persons and discuss the role of the diabetes educator in helping individuals meet those challenges. Diabetes educators maintain that education is an interpersonal experience' and for many persons the perceived quality of their diabetes care and education may be virtually equivalent to the quality of their relationship with their health care provider. Diabetes educators who are willing to advocate for the needs of their patients by such time-consuming tasks such as social referrals, letter writing, and counseling, may obtain credibility for themselves and sometimes even for the system they represent. Most importantly, such educators can earn the validation necessary to work within the infrastructure of culturally diverse communities.'&dquo; Skills in community organization, when combined with earned credibility, can allow educators to serve as cat-alysts to mobilize individuals and communities to address diabetes care and the prevention of other health problems.
As a cultural translator, a diabetes educator can help to reduce stereotypic thinking among professional colleagues about persons from different ethnic and socioeconomic groups. Cultural translators are aware that when professionals feel superior to, or pessimistic about, the persons they serve, these attitudes are conveyed in subtle ways, including body language, tone of voice, and choice of words. A cultural translator can set a higher standard for communication in their health care system. Language or actions that fail to promote a positive image of a particular cultural group can be gently discouraged. When colleagues blame a patient or a group of patients for noncompliance, a cultural translator can help those colleagues identify the barriers to improved self-care (competing priorities, environmental obstacles, lack of knowledge and skills). Translators can help colleagues understand that the health care system itself often has failed to meet the needs of minority persons for relevant and appropriate diabetes care. A cultural translator who has credibility in both the majority and minority cultures can guide colleagues toward more effective communications, replacing mutual distrust with mutual respect.
Because everyone is intimately involved in his or her own culture,&dquo; educators need to evaluate the influence of their own cultural backgrounds in forming their current perceptions. Contemplating the inherent dignity and worth of all persons may help educators to avoid such pitfalls as condescension, stereotypic thinking, and ethnocentric approaches (viewing one's own cultural values and beliefs as inherently correct or superior) to diabetes care.&dquo; I I Educators acting as cultural translators must remain alert constantly to both verbal and nonverbal cues that communicate that the health messages they are delivering may be inappropriate, irrelevant, or patronizing. Diabetes educators can reduce potential barriers to diabetes translation by pilot testing programs, print materials, and audiovisual materials with their target audience and obtaining feedback that will help in the revision of these products.
Earning Trust and Respect in the Community
To establish a community health intervention, such as a diabetes education program, in a culturally diverse community, educators must identify and negotiate with community gatekeepers or opinion leaders (official or not), who can grant or deny entry into a community. To earn acceptance by these gatekeepers, cultural translators must demonstrate tact, a nonjudgmental and nonthreatening manner, and a genuine regard for the community. Volunteering to serve the community in non-healthrelated areas (eg, tutoring children or adults, political lobbying for resources, providing recreational items for children's sport teams) can help educators earn trust and credibility. Cultural translators should be careful not to commit resources over which they lack full control, simply because failure to deliver on promises can cause setbacks on the road to building trust. Small gestures consistently and sincerely made can sometimes have large returns for an educator seeking to be a cultural translator. 10 Diabetes educators with a commit- Many persons in the racial and ethnic populations known to suffer disproportionately from the burden of diabetes face stresses and challenges to basic survival that displace diabetes self-care and other long-term health concerns. Individuals living in underserved inner cities and rural areas deal on a daily basis with poverty, racism,'8 environmental hazards such as substandard and overcrowded housing,19 crime, pollution, substance abuse, violence, and stress. Although chronic diseases such as diabetes are affected by all of these factors, for the individual, the demands of daily survival for oneself and one's family almost always will be a higher priority.
Good diabetes self-care is expensive, involves the commitment of resources for health care supplies (eg, blood glucose monitors and test strips), and requires diabetes education. Because these services often are inaccessible or are not covered by third-party payers, appropriate diabetes care may seem an unattainable commodity for economically disadvantaged populations. The chronic complications of diabetes, including renal failure, amputations, and retinopathy, often result in disabilities that further reduce the income of affected patients. Inadequate health care, combined with poor health and insufficient economic resources, becomes a self-reinforcing downward spiral. Furthermore, the future-time orientation of diabetes self-care may seem impractical to many economi-cally disadvantaged persons who experience daily feelings of despair, vulnerability, and alienation. '9 An ideology of despair may dominate the thinking of some persons living in precarious socioeconomic conditions. Expressions of fate or of God determining whether one lives or dies are common. The feelings of powerlessness associated with poverty are linked to disease .20 In fact, some sociologists argue that income and class are more important than race in predicting health status. It is difficult, though, to determine precisely the relative impact of the biological, sociological, and economic factors affecting the health of persons with chronic diseases like diabetes who live in economically disadvantaged and environmentally stressful environments. It is certain, however, that poverty adds significantly to the difficulties of carrying out good diabetes care.
Words as Barriers and Bridges
Compelling examples of the gulf between the majority culture, which is the source of most health education messages, and many of the underserved populations that health education messages are intended to influence, are issues of literacy and language. With an estimated 23 million functionally illiterate Americanas 21 diabetes education materials must be written at levels appropriate for the individuals who need them rather than for the health care professionals who develop them. Social marketing principles can be used to help cultural translators develop materials for use among socially segmented populations, using cultur- nizations, and communities towards the goals of increased individual and community control, political efficacy, improved quality of community life, and social justice.&dquo;2-' In the context of diabetes education, empowerment has been redefined as &dquo;... an interactive process that enables persons with diabetes to acquire and enhance the social, problem-solving techniques and communication skills necessary to manage their own diabetes care in a variety of life situations.&dquo;24 This approach to diabetes care and education is a more appropriate model for racial and ethnic populations than is the more conventional compliance approach. Is 8 With the compliance approach, clients are directed by health care providers to perfonn specific diabetes selfcare behaviors and are labeled noncompliant if they fail to obey directions. The client's beliefs, expectations, and capability to perform treatment behaviors often are not given adequate consideration. The compliance approach to diabetes care and education may be especially problematic for persons from backgrounds where cultural values are quite different from those of the provider. First, because health care providers often are unaware of the cultural meaning of prescribed diabetes care regimens, the likelihood of noncompliance is significantly increased. Second, the compliance approach provides a contextual message that the health care provider is &dquo;... powerful and in charge&dquo; and that the person with diabetes is &dquo;... powerless, passive, and expected to be obedi- Facilitating the empowerment of persons from diverse cultures requires the expansion of the diabetes educator role to that of cultural translator. The ongoing and interactive process of sharpening skills, evaluating the effectiveness of health education strategies that are culturally relevant, and establishing trusting relationships with culturally diverse persons may be termed progressive empowerment. This dynamic and evolving process will enable diabetes educators to become increasingly effective in translating the technical concepts of diabetes care into culturally interpretable information for specific populations.
Conclusion
Diabetes educators who choose to function as cultural translators will be changing their scope of practice and are accepting an important public health responsibility to improve the diabetes care, health, and quality of life for individuals and communities. They will work with a community to determine what the particular diabetes education needs perceived by this community are, what educational strategies can this community become involved in, and what materials and personal resources already exist in the community that can be used to improve diabetes care. Succeeding in this role requires diligence, patience, risk-taking, and commitment.
The educator also must realize that the health care system is a culture with its own rituals, languages, values, customs. and norms. The successful &dquo;translator&dquo; will be respected and credible in both cultures if he or she is capable of establishing communication links between the two groups. The educator who succeeds as a cultural translator will be making a real difference in the lives of people who are striving to participate in and benefit from the American dream. These educators seek to progressively empower persons while developing a knowledgeable appreciation for their rich cultural diversity. The educators' example, no less than their teaching, should be a positive power in translation. Their own life practices should be an illustration of an attempt at healthy living. It is their practice of the lifestyle principles they inculcate that will give their diabetes messages more merit. The educator continually is brought into contact with individuals who need strength and encouragement, and can help these individuals only to the extent of revealing a personal strength of lifestyle principles that triumph over high risk habits. If the educator fails in setting an example, persuasive words will fall on deaf Through knowledgeable translation and advocacy, diabetes educators may facilitate the development of a more appropriate and sensitive health care system, and contribute to the reduction of the risk factors, morbidity, and mortality that disproportionately burden certain populations. Achievement of diabetes objectives such as those set forth in Healthy People 20002X will be achieved only if appropriate translation methodologies and programs are developed and implemented at the grassroots level of high-risk communities throughout the United States.
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